The main objectives in treating patients with benign strictures of the oesophagus are: to restore normal swallowing; to prevent reflux of acid and duodenal contents; and to preserve respiratory function. Patients with benign strictures differ from those with malignancy in surviving much longer and therefore in re-stricturing more often. Furthermore, their nutritional state is usually better, and capable of improvement. Radiology, oesophagoscopy and biopsy are mandatory and great care must be take~to exclude carcinoma. Most strictures are peptic, some are associated with scleroderma, and others due to ingestion of corrosives.
Nowadays it is rarely necessary to resect benign reflux strictures of the oesophagus as a primary procedure (Toledo-Pereyr? 1~76, Hill 1976 , Skinner 1976 . Successful dilatation is most likely to be achieved if the stricture is dilated gently and slowly. This can be repeated at intervals until a number 40 FG dilator can be introduced, It is a wise precaution to wipe each dilator after it has been removed from the patient, and as soon as blood appears, further dilatation should be postponed for at least a week. If a stricture narrows again within a weekor two, it may indicate that the previous dilatation has been too forceful and has split the stricture, or that there is underlying perioesophageal infection or malignancy.
A rigid oesophagoscope is a potentially dangerous instrument in the hands of inexperienced clinicians. Dilatation can be achieved using a flexible fibreoptic oesophagoscope by passing a guide wire with a gentle flexible end down the biopsy channel through the stricture and into the stomach. The fibrescope is then removed and Eder-Peustow dilators threaded over the wire. This dilator is not entirely without risk and should probably be undertaken under X-ray control.
If the patient is unfit for surgery due to poor health or old age, the stricture can be kept open by self-bouginage at home with a Hurst mercury bougie or regular bouginage during 24-hour visits to hospital. In order to help prevent recurrence of the stricture at the same site or more proximally the patient should be encouraged to avoid smoke ing, take antacids and metoclopramide regularly, have adequate bran to avoid straining at stool and to sleep sitting up.
In healthy patients it is desirable to follow dilatation with a refluxpreventing operation below the diaphragm if possible by means of a Nissen fundoplication, a Hill repair, or a Belseymark IV operation through the chest. DeMeester et al. (1974) conducted a prospective randomized study of these three operations on 45 patients and concluded that the Nissen fundoplication is the best at controlling reflux and its symptoms but is associated with temporary postoperative dysphagia and a 50%chance of being unable to vomit. . The outcome of larger and longer-term trials is awaited before reaching a final conclusion. Rather than guess how tight to make the lower oesophageal sphincter, Hill (1976) measures the pressure during his operation by means of an oesophageal tube with a side hole 12 cm from the top. He adjusts the repair to create a pressure of 50 mmHg across the sphincter area. This falls postoperatively to about 25 mmHg. There is understandable dispute as to the superiority of the abdominal or the thoracic approach. The thoracic is certainly more appropriate if the oesophagus is considerably shortened by fibrosis" or compromised by previous surgery. If it proves impossible to mobilize the distal oesophagus sufficientlyto fix it below the: diaphragm, a fundoplication can be successfullycarried out in the chest.
Acid reflux was always assumed to be the cause of the oesophagitis and stricture formation. However, Gillison et aJ. (1972) found that reflux of acid alone had little effect. In rats, pancreatic secretion caused more oesophagitis than did bile, but a combination of the two was even more damaging (Lambert 1962) . There is no evidence that adding vagotomy and pyloroplasty to a reflux preventing operation is of any value. Polya gastrectomy is said to reduce the symptoms of peptic stncture (Wangenstein & Levin 1949 , Tanner & Westerholm 1968 ), but sometimes produces severe .oesophagitis (Cenni et al. 1966 , Brain 1973 . Gastrectomy cannot be recommended in this condition unless it is combined with a Rouxjejunogastric anastomosis to keep the biliary and pancreatic secretions 45--60 em away from the oesophagus (Holt & Large 1961 , Weaver et al. 1970 , Payne 1970 , Royston et al. 1975 . This latter operation is advocated for poor-risk patients and for those who have already had unsuccessful surgery to the hiatus, but must be accompanied by a vagotomy to prevent ulceration of the gastrojejunal anastomosis. Without a vagotomy this complication occurs in 10-15 %because the stoma is subjected to gastric juice neither diluted nor neutralized by duodenal contents. Although it is rarely necessary to resect a stricture as a primary procedure, it may not be possible, in a patient who has had previous operations for reflux, to dilate the stricture up to size 40 FG. Resection will be the only alternative, replacing the resected oesophagus with stomach, jejunum or colon.
Oesophageal stricture in scleroderma presents additional problems because of the absence of peristalsis in the lower oesophagus, reduced pressure of the lower oesophageal sphincter, and the frequent complication of aspiration pneumonia. Although one would have expected poorer results (Brain 1973) in these patients, Henderson & Pearson (1973) reported that dilatation followed by a reflux-preventing operation is usually successful. Hill (1976) concluded that surgery increased the lower oesophageal sphincter pressure and inhibited reflux. Dilating the stricture without preventing reflux leaves the patient open to the danger of aspiration pneumonia, and to the formation of another stricture more proximally at a later date.
If corrosive oesophagitis is treated promptly, stricture formation is not often a problem. Haller et al. (1971) treated oesophageal caustic burns in 69 children with steroids and antibiotics within the first 48 hours. Only eight developed a stricture and these responded to dilatation which was started three weeks after the injury. None ofthem required surgery. If a stricture does develop, repeated dilatation may be required for a year or more and, if refractory, then reconstruction is required. If the involved segment of oesophagus is densely adherent to the surrounding structures it may be safer to leave it in situ, accepting the increased but indeterminate risk of cancer, and performing a bypass operation. The choice of operation is largely determined by the expertise of the surgeon in a particular technique. Whatever operation is used, attention should be paid to preventing reflux.
Ifa stomach pull-up operation is employed, fundo-plication is advocated, although the upper third of the oesophagus is more resistant to the effects of reflux. Some surgeons object to this operation, particularly in young patients, on the grounds that with the stomach in the chest the intra-thoracic volume is reduced, with impairment of pulmonary function. Others favour a reverse gastric tube (Gavriliu & Georgescne 1951 , Heimlick 1959 , which discourages acid reflux because part of the tube is below the diaphragm (Henderson et al. 1974 ) and the antral mucosa is approximated to the oesophagus. Jejunal or colonic interposition are preferred by other surgeons, but such oper, ations involve three anastamoses each.
In summary, if benign oesophageal strictures receive the appropriate treatment initially, resection should be a rare event. Even the most unlikely looking stricture can be successfully dilated and followed by a reflux preventing operation, if clinically feasible. The general practitioner as a health care rationer Since its inception, the National Health Servicehas maintained the philosophy that the best possible treatment should be free at the time and that no one should be penalized financially for having to obtain medical care, In theory, this leads to a situation where there is an unlimited demand which must be met by a limited budget. If one accepts that there must be a limited budget for the financing of health care, who is to decide priorities and the best way to use the money available? It is unlikely to be the politician, who is too far removed from the problem. It certainly will not be the administrators, who are more concerned with spending money than saving it! The hospital consultant staff possibly could accept this role; however, the needs of their particular specialities and the necessity of ensuring that they have adequate facilities in competition with other hospital departments, tends to make them too inwardlooking. It must, therefore, be the responsibility of the general practitioner to try and maintain some sort of control of this demand upon limited services. In fact, he is in the ideal position to do this, being the person most able to decide on the relative priorities of the various needs of the patient. It will be he who decides what initial investigations must be made in any complaint, what resources of the practice team should be used and whether the patient needs to be referred to hospital at all.
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'The general practitioner as a health care rationer' was the subject of a meeting of the Section of General Practice on 16 March 1977. Klein, in a thought-provoking paper, postulated the argument that free medical care is not necessarily equated with infinite consumer demand. There has been a great tendency for it to be assumed that general practitioners are overwhelmed by the insatiable demands of a greedy public.
Klein produced very good evidence to suggest that, in fact, there are wide regional variations in the use of health service facilities; this evidence included consultation rates, night visit requests, laboratory usage and outpatient referral rates. He concluded from this variation that the general practitioner positively controls his workload by the way he trains (or educates) his patients to use the health service.The overall steady fall in consultation rates in the United Kingdom since World War 11, and especially in home visiting patterns, may be a consequence of this.
However, Forsythe pointed out that, parallel to this fall in consultation rates, there has been a steady increase in hospital usage. He emphasized the responsibility which the general practitioner has in deciding whether to refer a patient for a procedure of doubtful value, e.g. tonsillectomy. If these patients were not referred, considerably more hospital beds and operating-theatre time would be freed for a greater number of patients on the endless surgical waiting lists. 12% of our population is admitted to hospital each year, 16% are referred as new cases to outpatient departments and 20 %use the accident and emergency departments (Fry 1977) . It behoves each general practitioner to look very carefully at his hospital referral rates. They vary so widely throughout the country that not everyone can be using the system efficiently,and certainly there is scope for research in this area of the general practitioner/hospital interface.
Many studies have been carried out on the use of diagnostic facilities by general practitioners (Burrows 1971 ,Green 1973 ,Patterson et al. 1974 , and again there is wide variation between the general practitioners in anyone area, let alone nationally. In many instances, the unnecessary use of diagnostic facilities parallels the increasing rise in prescribing costs, particularly in the psychotropic field. Can it be that general practitioners are using diagnostic facilitiesand prescribing merely to appease the patient and as a short cut to end the consultation? It is much quicker to write an X-ray request form than to examine the chest, and quicker to prescribe valium than to allow the patient to express his or her anxieties. Of course, the trend towards increasing the diagnostic facilities available to general practitioners is to be applauded, but these facilities must be used reo sponsibly. Forsythe pointed out that, in a series of 985 intravenous pyelograms on hypertensive patients, a remediable cause was found in only 2! Klein's viewson the training of patients lead to a consideration of the value of health education. A vast amount of money has been spent over the
